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There is a need for more evidenced based treatments for adolescents with trauma 
related disorders. Currently, Trauma Focused Cognitive Behavioral Therapy (TF CBT) is 
the gold standard, but clients and clinician need the ability to choose between effective 
treatments. This study completed a direct comparison between six weeks of treatment in 
Acceptance and Commitment Therapy for Trauma and TF CBT via telehealth during the 
COVID-19 pandemic. Treatments were measured using the Clinician Administered 
PTSD Scale and the Child PTSD Symptom Scale. Both treatments were found to be 






When starting therapy with a new client, how do clinicians determine the 
appropriate type of intervention or orientation to use? Some follow the same structure for 
each client; others have particular interventions for different referral questions. 
Whichever orientation used needs to be chosen based on competency and evidence. 
When a client is referred to therapy for Post-traumatic Stress Disorder (PTSD), there are 
multiple evidence-based practices for treatment (Foa et al., 2008), and many are linked to 
the training provided in theoretical orientations taught in graduate schools. The question 
becomes choosing between multiple well known, research supported techniques. The 
easiest way to make the choice is to look at the theoretical orientations in direct 
comparison and then decide which would be best based on the client’s needs.    
Two researched practices for treatment of trauma-based disorders and symptoms 
are Trauma-Focused Cognitive Behavioral Therapy (TF-CBT) and Acceptance and 
Commitment Therapy (ACT) for Trauma (Foa et al., 2008). TF-CBT is adapted from 
Cognitive Behavioral Therapy (CBT), which has been in use for more than a decade.  
Some agencies required completion of a 10-hour online TF-CBT training for clinicians. 
The University of Kentucky received a grant to train clinicians across Kentucky in TF-
CBT that results in certification upon completion (University of Kentucky Center on 
Trauma and Children, 2016). 
ACT for Trauma is adapted from the third wave cognitive theoretical orientation 
of Acceptance and Commitment Therapy (ACT); (Harris, 2009). ACT for Trauma is used 




(Walser et al., 2013). CBT and ACT treatments have documented success as being 
effective treatments; however, there is a gap in the literature when looking at ACT for 
Trauma. Specifically, how ACT for Trauma compares with an evidence-based practice, 
such as TF-CBT, for treatment of trauma. In order to make an informed decision when 
choosing a course of treatment for a client, the direct comparison of TF-CBT and ACT 
for Trauma will allow clinicians to see the strengths and weaknesses of the therapies to 
help determine which is the best fit for the client.   
Trauma and Trauma-Related Disorders 
Trauma is defined in the Diagnostic and Statistical Manual of Mental Disorders, 
Fifth Edition (DSM 5) as occurring when an individual is being exposed, via direct 
experience, witnesses, learns of a loved one directly experiencing, or repeatedly is 
exposed to the aversive aftermath of an actual death, threatened death, sexual violence, or 
serious injury (American Psychiatric Association, 2013). This is the first criterion for the 
diagnosis of PTSD. The way trauma has been evaluated by professionals has changed as 
the DSM has been revised. Trauma was originally seen as a temporary condition directly 
after exposure. This was referred to as Gross Stress Reaction in the Diagnostic and 
Statistical Manual of Mental Disorders, First Edition (American Psychiatric Association, 
1952)  
The Diagnostic and Statistical Manual of Mental Disorders, Revised categorized 
multiple types of trauma based on the situation in which the event occurred (American 
Psychiatric Association, 1968). This led to treatment being based on the event type, as if 
it was a one size fits all model of trauma. Eventually, the diagnosis of PTSD came up 




and numbing (Friedman et al., 2011). The requirement of exposure to a traumatic event 
has been constant across time, and the belief that trauma varies across individuals and/or 
situational factors. 
According to Marriot et al., (2015), the actual traumatic event can be broken 
down to levels of Betrayal Trauma based on the relationship between the person exposed 
and the perpetrator. High Betrayal includes events such as sexual abuse by a care giver. 
Medium Betrayal trauma features assault by a stranger, and Low Betrayal trauma is not 
personal to the individual, such as a car accident.   
Not everyone who is exposed to a traumatic event will develop a trauma-related 
disorder, and some may never need treatment for trauma related symptoms. The 
prevalence for PTSD is only 5% of the general population (Smith et al., 2013), even 
though 92% of children in residential care have experienced more than one traumatic 
event (Briggs et al., 2014).  
There are multiple factors as to why someone seeks treatment or develops 
significant trauma related symptoms. Peri-traumatic factors (factors occurring during the 
event), including life threatening events, have a larger impact on post-traumatic 
functioning in comparison with pre-trauma factors (factors occurring before the event), 
such as socio-economic status and age. Level of betrayal (how close the victim was 
associated with the perpetrator) has been shown to predict development of PTSD, even 
above the level of fear (Marriot et al., 2015). Other factors that have shown an effect of 
post-traumatic functioning include social support, thought suppression, psychological 
wellbeing, and distraction (Smith et al., 2013). Experiencing a range of different types of 




individual (Milne & Collin-Vezina, 2014).  
The timing of disclosure of the traumatic event correlates with the symptoms 
described by individuals. Many times, trauma may never be disclosed in order to protect 
relationships with others, or is disclosed years after the incident, depending on the level 
of betrayal (Marriot et al., 2015). This delay has been shown to lead to toward more 
avoidance and intrusive thought symptoms. Disclosing in general correlates with reduced 
levels of distress, more positive self-perception, and resilient self-concept (Marriott et al., 
2015). 
Overgeneral memory (OGM) retrieval involves having trouble with remembering 
specific details of events allowing for the generalization to a specific time, place, or event 
(Ono et al., 2016). OGM increases the risk for several disorders, including PTSD. A 
study of children who had been sexually abused showed that children had a higher 
amount of OGM tied to negative cues. OGM can increase the recovery time after 
traumatic events and can prolong mental health treatment. OGM also increases the 
likelihood of depression like symptoms but is not caused by depression (Ono et al., 
2016).   
The change from DSM-IV to DSM 5 included giving trauma related disorders its 
own chapter and refining the diagnosis of PTSD. In the DSM-IV, PTSD was placed with 
anxiety disorders, along with Acute Stress Disorder (ASD). Trauma and Stressor –
Related disorders in the DSM 5 include PTSD, ASD, Adjustment Disorders, Reactive 
Attachment Disorder (RAD), Disinhibited Social Engagement Disorder, and Other 
Specified Trauma and Stressor-Related Disorder. PTSD and ASD are the only disorders 




symptoms displayed by the individual after experiencing a stressor that may or may not 
be traumatic in nature.   
Acute Stress Disorder is a short-term disorder, akin to Gross Stress Reaction in 
the DSM I. Both PTSD and ASD include symptom clusters of avoidance, intrusive 
thoughts, negative cognitions, dissociative features, and arousal. The defining difference 
between ASD and PTSD is that the duration of ASD is three days to one month and 
PTSD must have a duration of symptoms occurring for at least one month (American 
Psychiatric Association, 2013).   
There has also been a call for Complex PTSD; however, it is not currently in the 
DSM. Diagnostic criteria for Complex PTSD include meeting the criteria for PTSD, with 
the exposure to the traumatic event being repeated (Smith et al., 2013). This would allow 
for the ability to differentiate between clients of long standing childhood abuse and 
clients with PTSD from a single car accident. 
PTSD Comorbidity 
The symptoms of hyper-arousal, insomnia, irritability, and poor concentration are 
seen across Trauma and Anxiety Related Disorders (Friedman et al., 2011). Trauma 
related disorders have symptoms that can appear similar to situationally bound phobias, 
such as avoidance, and like panic disorder, such as derealization. Intrusive thoughts and 
hyper vigilance are seen in trauma and anxiety disorders. Anxiety is often seen as a fear 
response to perceived threat or conditioned stimulus. The overlap between trauma-related 
disorders and anxiety disorder symptoms aids in the thinking that trauma-related 
disorders rightfully fall in the category of anxiety disorders (Friedman et al., 2011); 




disorders. Anxiety disorders have a gradual onset, even when the original aversive event 
is traumatic (Friedman et al., 2011).   
PTSD has a high comorbidity rate of 48% with Major Depressive Disorder 
(MDD) (Biehn et al., 2013). Symptoms that are seen across both disorders include poor 
concentration, sleep disturbance, and poor memory. Anxiety, depression, and PTSD also 
have a negative affect factor categorized by negative thoughts and emotional states. The 
dysphoria factor (irritability, sleep changes, and concentration) of PTSD has a strong 
intercorrelation with the somatic factor of MDD (sleep changes, fatigue, concentration, 
and psychomotor activity changes; Biehn et al., 2013). Higher levels of betrayal are also 
predictive of increasing symptoms of depression, physical illness, and anxiety, along with 
the symptoms of trauma-related disorders (Marriot et al., 2015). 
Trauma Measures  
 Choosing ways to measure and identify trauma in individuals requires more than 
having a referral stating the client is wanting to be seen due to trauma. Understanding the 
complexity of the trauma and diagnostic criteria needs objective data to corroborate 
clinical judgement (Milne & Collin-Vezina, 2014). This means choosing an appropriate 
trauma measure or inventory. The measure must show internal consistency and predictive 
validity. The measure needs to have been normed with clinical and non-clinical 
populations and be shown to have prognostic capability with the population of the client 
(i.e., children versus adults). Appropriate measures for assessing trauma include 
questions pertaining to exposure of a traumatic event and trauma-related symptoms 
(Milne & Collin-Vezina, 2014). Assessments need to be able to investigate cognitions 




 Child questionnaires range from assessments looking specifically at trauma to 
general inventories that include trauma subscales. The Trauma Symptom Checklist for 
Children (TSCC) is a trauma inventory commonly used in clinical practice (Briere, 
1996).  The TSCC is ethnically diverse and evaluates multiple post-traumatic domains, 
including anxiety, anger, and sexual concerns (Milne & Collin-Vezina, 2014).  
 The UCLA PTSD Reaction Index has been used in studies examining trauma 
caused by natural disasters (Steinberg et al., 2004). This index examines perceived threat 
to life and reactions of the children during, immediately after, and within the past month. 
Children’s reactions to traumatic events may differ from adults and differ across ages 
between younger children and adolescents (Nygaard et al., 2012). 
The Clinician-Administered PTSD Scale (CAPS; Weathers et al., 2013). has 
forms for both children (CAPS-CA) and adults (CAPS). The CAPS was originally 
created to measure PTSD in veterans but has been used with the general population and 
has shown high reliability. One drawback to the CAPS is that it is a 30 question semi-
structured interview as compared to a simple survey. During the interview, the client is 
asked to think of one traumatic event with which to answer questions. The CAPS is 
broken down into questions pertaining to the various DSM-5 criteria for PTSD, and the 
total score is set to a severity rating from absent (denied any problems) to Extreme (high 
priority; Weathers et al., 2013).  
There are three forms of the CAPS for adults, depending on the length of 
symptoms that the clinician wants to examine. Clinicians can administer for the past 
week, past month, or the client’s perception of the worst month during the client’s 




against weeks (Weathers et al., 2013). The CAPS has been compared to shorter measures 
and has shown higher specificity, but other measures, such as the PTSD Symptom Scale-
Interview correlated well with the CAPS (Foa & Tolin, 2000).  
Treatments for Trauma 
 Given the low prevalence rate compared to the number of traumatic events that 
occur on a daily basis, most of the general population may have the ability to naturally 
process unpleasant situations. Car accidents, civil unrest, and natural disasters can all be 
traumatic events with which the majority of people are able to cope. Within the general 
population 15% to 45% of children are exposed to at least one traumatic event, yet the 
prevalence of PTSD is significantly lower for the general population, at around 5% 
(NCTSN, 2005). Natural processing includes the use of support from others, such as 
family and friends and normalizing the incident (Smith et al., 2013). Social support has 
been shown to effect whether people acquire PTSD; however, there is not a connection 
between social support and ASD (Smith et al., 2013). The situations that are seen as 
normal but stressful may aid individuals in being able to focus on the aftermath of the 
event instead of the event in and of itself, or individuals can become habituated to the 
events (van Emmerik et al., 2002).   
Adult PTSD Treatments 
 APA division 12 has multiple therapy treatments listed for adults with trauma 
related disorders. The three top listed treatments include Cognitive Processing Therapy 
(CPT), Prolonged Exposure (PE), and Eye Movement Desensitization and Reprocessing 
(EMDR). CPT has strong research support and focuses on changing thoughts about the 




beliefs about the self. PE is a treatment focused on desensitizing the client to the trauma 
related thoughts and feelings. PE has the client repeatedly reexperience trauma triggers 
through various exposures such as imaginal and in vivo. EMDR uses cognitive 
processing of traumatic events coupled with bilateral stimulation and eye movements 
(American Psychological Association, 2020).  
Psychological Debriefing 
 Treatment of trauma can begin within hours or days of the event.  Psychological 
debriefing allows the client to immediately discuss thoughts and feelings about the event 
in order to decrease avoidance, thought intrusion, and immediate distress (van Emmerik 
et al., 2002). Psychological debriefing can also allow clinicians to evaluate individuals 
for being at risk of developing chronic mental health symptoms as a result of the 
traumatic event (van Emmerik et al., 2002).  
Psychological debriefing done in the form of Critical Incident Stress Debriefing 
(CISD) is usually done within a week of the traumatic events and consists of a single 
session. Most often psychological debriefing is used after a wide-spread event, such as a 
natural disaster. Studies have shown that CISD and other single session psychological 
debriefing methods to be ineffective. They do not reduce symptoms of trauma-related 
disorders due to a decrease in normalizing the event, and may actually impair the 
individual’s ability to naturally process the event (Smith et al., 2013; van Emmerik et al., 
2002.)  
Psychopharmacology 
Psychopharmacology is often used as a treatment for PTSD and other trauma-




after a highly traumatic event, has been treated with prescription medications like lithium 
(Preston et. al., 2013). One of the problems with psychopharmacological treatment is that 
the research on its effectiveness has mainly been done with adults (Preston et al., 2013). 
This means that children are receiving medication without research being done to explain 
the side effects and treatment outcomes for the developmental differences for children 
and adolescents.   
Regardless of the lack of research, Huemer et al., (2010) found that 95% of child 
psychiatrists prescribe medication to children for symptoms of PTSD. They also reported 
there was no significant difference between individuals treated with TF-CBT plus the 
selective serotonin re-uptake inhibitor (SSRI), sertraline, and individuals treated with TF-
CBT and a placebo. SSRI is a class of anti-depressant medication that reacts with 
serotonin 5-hydroxytryptamine reuptake receptor (Preston et al., 2013). 
The medications generally prescribed for PTSD include selective serotonin 
reuptake inhibitors, tricyclic anti-depressants, antipsychotics, anticonvulsants, and 
anxiolytics. SSRIs and antipsychotics are given to help the individual cope with 
flashbacks and other intrusive experiences (Preston et al., 2013). Anticonvulsants, like 
divalproex sodium, are prescribed for treatment avoidance in children. Antipsychotics, 
including quetiapine, have been given to children to decrease anxiety, dissociation, and 
anger (Huemer et al., 2010). Benzodiazepines are prescribed to decrease the state of 
hyperarousal (Preston et al., 2013). 
Cognitive Behavioral Therapy 
  CBT focuses on how thoughts need to be changed in order to change how the 




cause individuals to feel emotions. Instead, the thoughts that people have about the 
circumstances trigger the feelings. The best way to treat the unwanted feeling is to 
change the thoughts. Using CBT helps the client to discover his/her cognitive distortions. 
It is the irrational beliefs that people hold on to so strongly that causes the distress in their 
lives. The therapist’s job is to identify the irrational belief, find out what the core belief 
is, and change the irrational belief (Sommers-Flanagan & Sommers-Flanagan, 2012).  
One version of CBT is Rational Emotive Behavior Therapy (REBT; Ellis, 2005). 
This theory includes the ABC Model that is often used by cognitive behavioral therapists. 
The model shows that an activating event (A) triggers a belief (B), and then the belief 
triggers an emotional consequence (C). This emotional consequence can be disputed (D) 
or distracted from, which leads to a new emotion (E). REBT focuses on looking at the 
systematic errors that the client presents within his/her own reasoning and correcting 
them. These systematic errors are believed to be the underlying cause with depression 
symptoms (Poorman, 2003).  
Automatic thoughts are one type of systematic error. Automatic thoughts are 
thoughts the individual has during a situation. Distress from automatic thoughts are 
logical errors, called cognitive distortions. Parts of automatic thoughts include: arbitrary 
inferences, which involves coming to a conclusion about a situation without the 
information needed to draw that conclusion; selective abstraction such as tunnel vision or 
focusing on only one part of the situation; and drawing conclusions and ignoring the rest 
of the information. Overgeneralization is an example of taking one situation and applying 
it to events that are not the same as the original event. Magnification or minimization is a 




people relate events to themselves. This would be someone who blames him/herself for 
something that is out of his/her control. Labeling is focusing on flaws and allowing the 
flaws to dictate current perception. Lastly, polarized thinking is when there can be no 
gray area, either it is all or nothing, or black or white. (Poorman, 2003).  
CBT uses cognitive restructuring to help clients change how they think about 
events. Different strategies involve the use of role-playing, the three-question method, 
and testing beliefs to guide clients in discovering the logical errors in their thinking. The 
three-question method works with questioning the evidence of the automatic thought, 
giving an alternative to the automatic thought, and finally giving contradictions to the 
original automatic thought (Poorman, 2003).   
Trauma Focused Cognitive Behavioral Therapy (TF-CBT) 
 TF-CBT is an adapted version of CBT, created with PTSD symptoms in mind. 
TF-CBT has been tested with adults and children both and found to be not only a highly 
effective treatment, but also a highly endorsed treatment nation-wide (Foa et al., 2008; 
Saunders et al., 2004). TF-CBT requires training using the 10-hour online education or a 
2-day in person seminar with the option of certification after completing 10 consultation 
cases. Psychoeducation from CBT is first taught to the client and the client’s guardian (if 
needed). This education helps the client identify unhelpful thinking patterns and learn 
how to change the thought patterns about situations in daily life as a way of cognitive 
reframing. This psychoeducation is then increased to cognitions pertaining to the trauma.  
 The client is taught multiple relaxation techniques, such as guided imagery, in 
order to handle the distress of the trauma subject. The overall goal is to change cognitions 




able to identify and change unhelpful daily cognitions and practices appropriate 
relaxation skills, the treatment moves on to exposure techniques. Often exposure is done 
by creating a trauma narrative. This can be written by the client or drawn by a child client 
(Saunders et al., 2004).   
The narrative is done across multiple sessions and each time the narrative is 
reviewed, the client is asked to add in specific details, like thoughts during and directly 
after the event. These thoughts are reframed by the clinician or client. During exposure 
the clinician will ask the client to scale his/her level of anxiety from 1 to 10 in order to 
have a measurable record of treatment effectiveness. Each time the narrative is read, the 
client’s level of anxiety decreases, until it is no longer distressing to discuss the event. 
The client may be asked to share the narrative with family and participate in a structured 
discussion in session. The total treatment time for TF-CBT is between 12 and 16 one-
hour sessions, depending on client distress during exposure (Saunders et al., 2004). These 
sessions include relaxation skills, psychoeducation on recognizing emotions, mindfulness 
skills, cognitive distortions, and the trauma narrative.  
Acceptance and Commitment Therapy (ACT) 
In addition to CBT, ACT is another theoretical orientation based off of cognitive 
theories (Ellis, 2005). ACT encompasses six core parts, each making the side of a 
hexaflex (Harris, 2009; Hayes et al., 2006). The hexaflex can start at any place and move 
to any other part. Being in the here and now completes one side of the ACT hexaflex. 
Being in the here and now is focusing on paying attention to what is going on in the 
moment, as compared to worrying about the future, planning for dinner, or ruminating 




people into autopilot. When the person is driving, staying within the road, and at the 
person’s average speed. However, the person is lost in thought about ideas that have 
nothing to do with driving on that road, at that time, in those conditions. Being in the here 
and now means that the person is paying attention to how the car rides, to the wildlife 
near the road, the freshly painted lines, and the differences between speeds and curves on 
the road. Even outside of therapy, being in the here and now benefits daily life (Harris, 
2009). 
Defusion on the hexaflex refers to stepping back from thoughts, feelings, and 
ideas so that they do not hold a heavy influence on decision-making. Defusing from a 
thought means that s person is aware of the thought and acknowledges its presence.  The 
person then acknowledges that the thought is one of many, and it holds no more weight 
than any other thought (Harris, 2009). Being defused from a thought gives it the same 
weight as the thought, “My mailbox is tan.”   
Acceptance occurs when a person allows himself/herself to feel unwanted or 
uncomfortable emotions and sensations. An example of acceptance is crying. When in 
public, a person may be upset and struggling against his/her body for trying to cry. The 
person goes home and accepts the unwanted sensation and experiences the act of crying. 
This way the person made room for the unwanted sensation, and stopped struggling to 
hold it back (Harris, 2009).  
Self-as-context is also referred to as observing self. The observing self is what 
tells a person when he/she is acting out of character. The observing self is what notices 
the thoughts going through the mind. The thinking self is what is being focused on most 




analyzes, plans, and remembers. However, when thoughts from the thinking self are 
unwanted, it is the observing self that notices what is happening (Harris, 2009).   
Values are something a person strives for over a lifetime (Hayes et al., 2006). For 
example, compassion is a value that influences choices and how the person handles a 
situation. Values vary across people, and in ACT there is a focus on congruence between 
actions and values (Harris, 2009).  
Committed action includes the choices a person makes that are guided by his/her 
values.  ACT strives to aid the person in living a rich, full, and valued life. A person’s 
values tell what would make life rich, full, and valued. The committed action is what 
actions can be done to achieve the rich, full, and valued life (Harris, 2009). 
The parts of the hexaflex work with each other and are interconnected. The 
interconnect of each part is psychological flexibility (Hayes et al., 2006). Committed 
action, values, defusion, etc. all increase psychological flexibility. It is the psychological 
flexibility that leads a person to a rich, full, and valued life.   
Although a session may focus on one part of the hexaflex, like being in the here 
and now, there are other parts at play as well. The client may be fused with a thought that 
is making it difficult to be in the here and now. For example, perhaps the client was 
previously abused. The client is fused with the thought that he/she is a bad person 
because he/she was abused. The client then attempts to avoid thinking and processing the 
past abuse because of the uncomfortable feeling associated with the fused thought about 
being bad. The client struggles with being in the here and now because he/she is focusing 
on how to act in a way that protects him/her from being abused in the future. This 




avoidance of thoughts about the abuse. Working from the side of the hexaflex by looking 
at defusion with the thoughts about the abuse may lead to a decrease in avoidance, and 
will make it easier to focus on the here and now in a later session (Harris, 2009).   
History of ACT  
The base of ACT is built on Functional Contextualism (Harris, 2009). Functional 
Contextualism looks at the behavior being displayed and the context in which the 
behavior is occurring and finds what function the behavior is completing. This is carried 
over to ACT in the way that ACT does not look to eliminate behaviors, such as 
avoidance, but instead looks to change the relationship with the experience so that the 
function of avoidance no longer matches the context of the situation.  
Functional Contextualism paired with behaviorism created the next step to ACT, 
which is Applied Behavioral Analysis. Behaviorism underwent three waves of theorizing, 
first focusing solely on public behaviors (Harris, 2009). Public behaviors are what other 
people can witness a person doing. The second wave included theories like Cognitive 
Behavioral Therapy, which looked at how thoughts can influence behaviors. ACT comes 
from the third wave, which includes acceptance and mindfulness. The form of 
behaviorism that ACT stems from is radical behaviorism, because it includes the private 
actions of thinking and feeling as behaviors (Harris, 2009). 
ACT uses Functional Behavioral Assessment from Applied Behavioral Analysis 
that looks at what happens before a behavior, looks at the behaviors, and then looks at 
what happens directly following the behaviors. Using this example, the Functional 
Behavioral Assessment would want to know what happened before the person started 




person does not like me, so they need to get out of my space.” The behavior after yelling 
at the coworker might have been the coworker leaving the person alone.  So the function 
of yelling was to get the coworker to leave, and the person wanted the coworker to leave 
because he/she thought the coworker did not like him/her (Harris, 2009). 
The last contribution to ACT during its development is Relational Framing 
Theory. Relational Framing Theory considers how events, such as thoughts, feelings, 
senses, and actions, relate to each other. For example, hearing the word class relates to 
thoughts of homework, which may trigger increased anxiety and thoughts of failing 
assignments (Harris, 2009).   
During ACT’s initial origin, it was considered undeveloped and had multiple 
ideas of using mindfulness, acceptance, and applied behaviorism, but it did not have the 
framework described above. ACT also did not have the scientific studies needed to refine 
the theory. Now ACT has the research to support the use of the theories mentioned above 
as building blocks to defuse events so that behaviors no longer serve the same function 
(Harris, 2009). 
Acceptance and Commitment Therapy for Trauma 
 ACT for Trauma has very little research support with only a few studies looking 
at ACT for Trauma in children, as compared to other trauma treatments (Woidneck et al., 
2014). Most of the evidence for ACT for Trauma has been done with adults and is still in 
its infancy. One of the main foci of ACT is reduction in experiential avoidance. Because 
PTSD elicits anxiety symptoms similar to phobias, focusing on decreasing experiential 
avoidance goes along with helping the client live a valued life despite experiencing a 




similar: reduction of avoidance. TF-CBT uses exposure techniques in order to reduce 
avoidance.  ACT uses acceptance techniques to reduce avoidance. ACT asks the client to 
experience the uncomfortable or unwanted feeling without trying to push it away 
(Woidneck et al., 2014).  
 Acceptance has the client relinquish control and accept that there are unwanted 
feelings in life. ACT believes that trying to control unwanted feelings increases the fusion 
the client has created. While CBT would have a client that was afraid, reframe the 
thoughts of fear during exposure, ACT asks the client to habituate to the feared stimulus 
while acknowledging that the stimulus makes the person uncomfortable (Woidneck et al., 
2014). 
 The other goal of ACT is for the client to live a valued life. CBT focuses on 
symptom reduction, which is implied to lead to a fuller life; instead, ACT works toward 
creating the valued life in treatment. This aids in allowing the client to defuse from 
thoughts about the event that affects the client’s life and allows the client to increase 
focus on positive coping skills, which leads to a decrease in unhelpful avoidance skills 
(Woidneck et al., 2014). 
Telehealth Services 
 The COVID-19 pandemic changed healthcare delivery services in the spring of 
2020. Many non-emergency services, which were previously delivered in-person were 
switched to telehealth in an effort to increase social distancing and reduce the spread of 
the Coronavirus. Telehealth was used by many providers before the COVID-19 
pandemic, but many other providers were wary of ethical considerations of online 




communication, training for telehealth delivery, and connectivity to the needed 
technology (Cwikel & Friedmann, 2019). The pandemic created a choice for some 
providers of treatment with telehealth versus wait listing clients until in-person sessions 
were considered safe for non-emergency situations.  
 Telehealth services have been used with veterans to address PTSD symptoms 
with significant results (Yuen et al., 2015). This demonstrates the ability to provide 
effective trauma therapy in adults online, which is promising for the needed shift to 
telehealth services for adolescents. A pilot study of TF-CBT via telehealth with 15 
adolescents found significant reduction of trauma symptoms (Stewart et al., 2017). 
Tfcbt.org provides clinicians with resources for using TF-CBT through telehealth. These 
resources include a telehealth guide to address barriers, a three-hour training, and 
electronic versions of TF-CBT workbooks.  
ACT for Trauma published a case study during the pandemic of telehealth use 
with adults (Smith et al., 2020; Stewart et al., 2017). A telehealth ACT protocol was 
published for use with families of children with Autism, but the effectiveness with 
participants was not evaluated (Cameron et al., 2020). ACT has been used in telehealth 
delivery for treatment of other conditions and ACT for chronic pain has shown 
effectiveness with telehealth for adults (Herbert et al., 2017). 
The Present Study 
Currently having only one empirically validated treatment for trauma-related 
disorders for adolescents does not allow for treatment of those individuals who do not 
respond to the treatment. Just as not all therapists are the best fit for every client, the 




treatment of PTSD and other trauma symptoms; however, there are few research studies 
to support ACT for Trauma in becoming an evidence-based treatment.  
This study looked at directly comparing a highly empirically supported treatment 
for trauma (TF-CBT) with ACT in use of trauma disorders via telehealth. Telehealth 
sessions are used in this study due to the state restrictions on non-emergency in-person 
sessions. These restrictions started at the beginning of data collection in March 2020 due 
to the global pandemic of COVID-19.  
Directly comparing the two treatments will allow for the ability to see not only 
whether ACT for Trauma brings about significant reduction in symptomology, but also if 
the reduction is greater, equal to, or less than the symptom reduction in the use of TF-
CBT. ACT for Trauma having equal symptom reduction and increasing overall wellbeing 
as that of TF-CBT, moves ACT toward having the support needed to show it as an 
evidence-based practice for PTSD and other trauma related disorders.   
The hypothesis for this study is that TF-CBT and ACT for Trauma via telehealth 
equally shows significant reduction in symptoms by client as measured by the Clinician 
Administered PTSD Scale for children at pre and posttest and shown in the weekly scores 












Participants were gathered from referrals for trauma treatment at a local 
healthcare center that provides physical and behavioral health treatment. Four 
participants were originally recruited, two males and two females. The two male 
participants voluntarily stopped treatment when sessions were moved to telehealth due to 
COVID-19 restrictions and were not included in the results. The two female participants 
completed all 15 sessions of the treatment via telehealth services between March 2020 
and August 2020. The two participants who completed both were 12 years old and were 
diagnosed with PTSD and had a history of therapy services due to past court 
involvement. The trauma history of the participants included violent death of friends and 
family, sexual/physical abuse, neglect, and/or removal for biological parents. The both 
participants were removed from biological parents due to abuse and neglect. Both 
participants were given the option to continue therapy services after the treatment 
protocol was complete. One participant declined further services and the other participant 
continued services for oppositional behaviors with another therapist.  
Design 
This study was an ABACA design. The participants completed one week of 
baseline, six weeks of intervention 1, one week of baseline, six weeks of intervention 2, 
and one week of baseline, for a total of 15 weeks. The number of sessions for 
intervention were determined in order to reduce attrition rates and shortened from 8 to 12 
per treatment to 6 sessions per treatment. As much as 50% of children and families end 




only 21 psychotherapy sessions before dropping out (Roseborough, 2015).  
Sessions were conducted by the same therapist who has four years of experience 
in therapy and completed trainings in TF-CBT and ACT for Trauma. Baseline and 
treatment sessions were conducted via telehealth, except for one initial baseline 
completed before transitioning to telehealth. The therapist used Zoom app for each 
weekly one-hour session. The screen share feature on Zoom allowed for sharing of 
worksheets and diagrams. Assessments were administered verbally during the telehealth 
sessions. The dependent variables are the scores on the Clinician Administered PTSD 
Scale for Children (CAPS-CA) and the Child PTSD Symptom Scale (CPSS). The CAPS-
CA was administered before and after each treatment intervention and the CPSS was 
given at every therapy session.  
Measures 
Intake assessment. Participants completed an intake assessment at the clinic that 
asks about age, gender, family history, history of substance abuse, psychosocial history, 
and included a brief mental status exam.  
Clinician Administered PTSD Scale for Children and Adolescents (CAPS-
CA). The CAPS-CA is a semi-structured interview (Weathers et al., 2013) which outlines 
various trauma symptoms based on an indexed traumatic event. This gave an objective 
measure of trauma-related symptoms the client has experienced. The participant first 
filled out the Life Events Checklist (LEC) and the information from the Life Events 
Checklist was used to answer the questions on the CAPS-CA (Gray et al., 2004). The 
LEC significantly correlates with multiple other trauma event inventories including, 




A for a copy of the LEC. 
The CAPS-CA asks the participant to think about the worst event in the Life 
Events Checklist and answer questions based on that event. Questions on the CAPS-CA 
include, “In the past month, have you had upsetting thoughts, pictures or sounds of what 
happened come into your mind when you didn't want them to” and “Are you able to put 
these thoughts, pictures or sounds out of your mind and think about something else?” 
The CAPS-CA is scored based on frequency of symptoms and intensity when 
experienced. The score is scaled into a five-point rating system of 0 to 4, with 0 = absent, 
1 = mild, 2 = moderate, 3 = severe, and 4 = extreme. Moderate is considered the 
threshold for the participant to have clinically significant symptoms. The CAPS-CA has 
shown an internal consistency of r = .81 for re-experiencing, r = .75 in the cluster of 
numbing, and r = .79 for arousal symptoms. The CAPS-CA has an interrater reliability of 
.80 (Erwin et al., 2000). See Appendix B for a copy of the CAPS-CA. 
Child PTSD Symptom Scale (CPSS).  The CPSS (Foa et al., 2001) asks children 
to scale the severity of PTSD symptoms from 0 to 3 (Not at all or only at one time = 0, 
Once a week or less/once in a while = 1, 2 - 4 times a week/half the time = 2, 5 or more 
times a week/always = 3). Questions on the CPSS include, “Having bad dreams or 
nightmares” and “Trying to avoid activities, people, or places that remind you of the 
traumatic event.” Part 2 of the CPSS asks the child to identify what activities in daily life 
are affected, and includes areas of schoolwork, relationships with family, and chores. 
CPSS has internal consistency of α = .89 and a convergent validity of r = .80 (Foa et al., 
2001). The CPSS references the past two weeks but will be modified to reference past 





All participants were treated in accordance with the American Psychological 
Association (APA) Principles for the Ethical Treatment of Human Participants (American 
Psychological Association, 2010) and per Western Kentucky University Institutional 
Review Board’s approval. Participants’ guardians were given an informed consent 
document that describes policies for therapy treatment and another informed consent 
document describing the research study. Once consent is agreed upon, the participants’ 
guardian signed both documents. The researcher discussed the policies for treatment and 
outline the research to the child participant. The child participant was given an informed 
assent document to sign due to all participants being 12 years old and older.  
The study started with each participant completing one session without either 
intervention in order to collect baseline data. During this session, the researcher spent 
time building rapport with the client, administering the CPSS, acquired informed consent 
and informed assent of the study from the guardian and client, and CAPS-CA was 
administered. 
 Weeks two to seven included weekly one-hour individual therapy sessions of TF-
CBT or ACT for Trauma. Participant one received ACT for Trauma, while participant 
two received TF-CBT. The sessions were based on the treatment protocol for the 
participants’ matched trauma treatment. During week eight, the researcher re-
administered the CAPS-CA assessment without treatment intervention.   
Week nine started the second intervention for both participants. Participant one 
received TF-CBT, while participant two received ACT for Trauma. Each participant 




re-administered the CAPS past month assessment without treatment intervention.  
Treatment protocol for TF-CBT. This protocol is created based on the TF-CBT 
web-based training from the National Crime Victims Research and Treatment Center 
Department of Psychiatry and Behavioral Sciences Medical University of South Carolina 
(2005). See Table 1 for an outline of the therapeutic tasks for each week. 
 
Table 1 
Treatment Protocol for TF-CBT 
Session week Topic of Session Intervention 
Week 2/ week 9 Psychoeducation Controlled breathing and 
thought stopping and 
relaxation 
Week 3/ week 10 Affect Expression Identifying feelings intensity 
and coping skills 
Week 4/ week 11 Cognitive Triangle How thoughts affect feelings 
and behavior and cognitive 
distortions 
Week 5/ week 12 Trauma Narrative Client tells or write about the 
event and practice relaxation 
skills 
Week 6/ week 13 Trauma Narrative Client adds detail to narrative 
and practice relaxation skills 
 
Week 7/ week 14 Trauma Narrative Client reads the narrative aloud 






Treatment Protocol for ACT for Trauma. This protocol is adapted from 
protocols used for children with anxiety symptoms (Swain, Hancock, Dixon, Koo, & 
Bowman, 2013) and adolescents with trauma-related disorders (Woidneck et al., 2014). 
 
Table 2 
Treatment Protocol for ACT for Trauma 
Session week Topic of Session Intervention 
Week 9/ week 2 Creative Hopeless and 
Acceptance 
Impact of control on PTSD 
symptoms and alternative to 
control with avoidance 
bullseye 
Week 10/ week 3 Mindfulness Mindfulness exercise Leaves 
on a Stream and Mindfulness 
of the Hand 
Week 11/ week 4 Defusion Identify fused thoughts and 
defusion activities (Monsters 
on a boat) 
Week 12/ week 5 Values Define values with adolescent 
values cards. 
Week 13/ week 6 Self as context Observing self (noticing what 
the mind and body are doing) 
through fusion, expectations, 
avoidance, remoteness from 
values 
Week 14/ week 7 Committed Action Review any areas the client 






The CAPS-CA served as the outcome measure before and after each treatment 
intervention. Both participants had a total of three scores on this measure. These scores are 
separated into pre ACT, post ACT, pre TF CBT, and post TF CBT. The CAPS-CA score taken 
between the two treatments is used twice, as a post for the first treatment intervention and the pre 
for the next treatment intervention. The chart below shows the mean scores for the CAPS-CA 
across both participants before and after each treatment intervention. Both treatments display a 
downward trend at the post evaluation due to a decrease in PTSD symptoms.  
Figure 1 
Mean Scores for Each Treatment on CAPS-CA 
 
 
The CAPS-CA was analyzed using the Reliability Change Index (RCI; Hinton-Bayre, 
2010). The purpose of the RCI is to show whether the difference in the scores is larger than 
would be anticipated due to random variation (Brown, 2007). The pre-test score from the CAPS-






















each intervention, and then divided by the standard error using the Reliability Change Index and 
effect size outcome tool from ACORN Organization Inc (Brown, 2007).  
The ACT treatment intervention scores show an RCI of 5.16.  The TF CBT treatment 
intervention scores show an RCI of 7.76. An RCI score is considered significant if it exceeds 
1.645, which identifies the score as having a 90% confidence level (Hinton-Bayre, 2010). Both 
treatment interventions exceed significance at above 90% confidence level.  
The ACORN Organization tool provided effect sizes for each treatment outcome. The 
effect size illustrates the difference between the mean of the two intervention groups (Sullivan & 
Feinn, 2012). This allows for an interpretation of how much a difference was made in the clients’ 
symptoms by the treatment in term of small, medium, and large effect sizes. The ACT treatment 
intervention scores showed an effect size of 1.81. The TF CBT treatment intervention scores 
showed an effect size of 2.21. An effect size is considered large if is over 0.8 and medium when 
between 0.5 and 0.8. Both treatment interventions created a large effect on clients’ symptoms. 
CPSS 
The CPSS served as a repeated measure showing the PTSD symptoms present in each 
client over the past week. Analysis used the CPSS mean scores for pre intervention, each 
individual session, and post intervention for both treatments. There were a total of 15 CPSS 
scores for participants who completed treatment and two scores for participants who did not 
complete treatment. The score on the CPSS given between the treatments was used twice, as the 
post for the first treatment and pre for the next treatment. The chart below shows the mean scores 
for the CPSS across the sessions for each treatment. Both treatments displayed a downward trend 









The CPSS was analyzed through graphed visual analysis (Kratochwill & Levin, 2014), 
RCI, and effect size. The graphed visual analysis shows a downward trend despite variability in 
the scores across sessions. Both treatments showed an increase in PTSD symptoms during 
treatment that lasted for two sessions, which is seen in sessions three and four of TF CBT and 
sessions five and six of ACT. TF CBT showed more variability across sessions in comparison to 
ACT.   
The RCI outcome for ACT on the CPSS was 9.69, while TF CBT outcome was 4.27. The 
RCI score for both interventions exceeds the significance threshold of 1.64, demonstrating that 
there is a less than 10% chance that variability between scores is random. 
The CPSS scores displayed a medium effect with ACT scores of 0.78 effect size and TF 
CBT scores of 0.5 effect size. The decrease in PTSD symptoms shown in the CPSS showed an 




























ACT TFCBT Linear (ACT) Linear (TFCBT)
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Cronbach’s Alpha is not reported in the analysis due to scores not being compared in 
chronological order. Scores across the measure are compared directly with treatment invention 
and the amount of treatment provided before the second intervention created a variability in 






The purpose of this study was to examine the evidence for ACT for Trauma in treating 
adolescents with trauma-related disorders. ACT for Trauma was directly compared with TF-
CBT, the current evidenced based treatment for the population. In order to see if ACT for 
Trauma can be another option for clinicians to use when TF-CBT is not a good fit for a particular 
client. The hypothesis of this study was that TF-CBT and ACT for Trauma will show an equally 
significant reduction in PTSD symptoms on the CAPS-CA and CPSS measures. 
Completing the study during the COVID-19 pandemic changed the treatment protocol to 
telehealth sessions. This change required the adaptability of both treatments outside of the in-
person sessions. The life-style changes brought about by the virus outbreak and government 
mandates created traumatic environments across the world. This study treated trauma while the 
clients were in a situation that could elicit a trauma response. School shutdowns and changes to 
services such as child protective services and targeted case management affected the clients. 
Clients were not allowed to attend highly anticipated summer activities and the clients’ contact 
with friends and family significantly decreased. Fear and anger about the pandemic were 
discussed in session by clients and worked on with the exercises in the treatment protocol.  
When starting therapy services, the safety of the client takes priority and many times the 
focus of increasing safety by removing the clients from traumatic environments is done before 
trauma treatments start. The participants had been removed from the traumatic environments that 
led to the referral for treatment but were unable to be removed from the environment elicited by 
the pandemic. Despite this, a significant reduction in PTSD symptoms was achieved by both 
treatments when comparing pre and posttests, even with the ongoing effects and uncertainty of 
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the virus outbreak. Both treatments decreasing trauma related symptoms with a shortened 
treatment protocol that was quickly adapted to telehealth services during the COVID-19 
pandemic provides rationale for the importance of both treatments to be utilized in treating this 
population.   
The results for the study found varying effect sizes between the two measures used for 
data collection. The pre and post semi structured interview used showed large effect sizes of 
greater than 0.8 for both TF-CBT and ACT for Trauma. The large effect size for TF-CBT is 
consistent with expectations, given previous research (Morina et al., 2016). The effect size for 
ACT for Trauma was not as large as TF-CBT but it is great enough to demonstrate effectiveness 
of treatment with a significant reduction of PTSD symptoms after completion of the six-week 
ACT for Trauma protocol. The differences between the effect sizes for each treatment were not 
statistically significant. However, both treatments demonstrated improvement in symptoms over 
the course of the treatment.  
The second measure was given during each session and showed a greater variance across 
scores. The scores on the CPSS increased before the TF-CBT trauma narrative sessions, which 
clients were prepped for ahead of time. The CPSS scores increased during the last two ACT for 
Trauma sessions focused on self as context and committed action. The two participants had 
multiple distressing situations occur during the weeks of treatment, which may have affected the 
variance on weekly scores. Despite the variance across the scores, both ACT for Trauma and TF-
CBT demonstrated a moderate effect size of greater than 0.49.  The weekly scores on the CPSS 
showed a non-significant difference in symptoms between ACT for Trauma and TF-CBT.  
These two measures seem to show that ACT for Trauma yields a comparable reduction in 
PTSD symptoms with TF-CBT across a six-week treatment protocol administered via telehealth. 
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ACT for Trauma created a larger effect size in CPSS data, which suggests that there is an 
advantage to having the option for this treatment. TF-CBT cannot be considered the only 
effective way to reduce PTSD symptoms in adolescents. Each client has his or her own unique 
needs in treatment. No clinician was prepared to treat trauma in a global pandemic, which shows 
the requirement for adaptability when meeting clients where they are, instead of attempting to 
put clients where the treatment dictates.  
Results from this study align with other studies that looked at each treatment intervention. 
A study of seven adolescents using a 10-week ACT for Trauma protocol found a reduction in 
PTSD symptoms using the CAPS-CA and CPSS at pretest and posttest (Woidneck et al., 2013). 
This study also found a reduction of PTSD symptoms at the three-month follow up after 
treatment was completed. In comparison, a study of adolescents in Germany found a reduction in 
PTSD symptoms on the CAPS-CA after utilizing a 12-week TF-CBT protocol (Goldbeck et al., 
2016). Another study comparing TF-CBT with treatment as usual found no significant difference 
between the treatment groups on the post CPSS test (Jensen et al., 2017).  
These results are especially important because they were found with a shortened 
therapeutic course while being provided via telehealth. Both of these conditions potentially limit 
the effectiveness of the therapy. The significant results found in this study demonstrate the 
robustness of ACT for Trauma and TF-CBT.  
Application 
TF-CBT has a wealth of research and evidence showing its effectiveness during in-person 
and telehealth sessions in reducing symptoms such as avoidance, hypervigilance, and re-
experiencing in adolescents and children (Morina et al., 2016). ACT for Trauma has research 
showing effectiveness in treatment for adults during in-person sessions (Follette & Pistorello, 
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2007). Due to the COVID-19 pandemic, this study utilized TF-CBT and ACT for Trauma via 
telehealth. The global pandemic created a situation allowing for ACT for Trauma to be 
researched in direct comparison with TF-CBT in adolescents while using telehealth sessions.  
When choosing a treatment for clients, clinicians must tailor goals around client needs. 
These needs include accessibility, treatment expectations, and motivation (Jongsma et al., 2014). 
Studying the use of both treatments in comparison via telehealth administration provides 
research on increasing accessibility to trauma treatment for clients. Clients in need of telehealth 
services include those who do not live within driving distance to a therapist, are unwilling or 
unable to leave their home, have physical illness, and cannot afford the cost of transportation 
(Hoge et al., 2004).    
Adaption to telehealth services during the COVID-19 outbreak displays the application of 
services when in-person sessions are not available. Many exercises completed in session used the 
share screen function on Zoom. The clinician was able to complete drawings with the client to 
illustrate metaphors, display lists of cognitive distortions, and complete trauma narratives. 
Clients added to drawings and documents from their tablets in session, which mimics the way 
worksheets would have been used during in-person sessions. During share screen use, video and 
audio of the client and clinician were visible to allow for nonverbal and verbal commentary 
throughout the process.  
Clients with trauma-related disorders have a variety of desires for the outcomes of 
treatment, and guardians of adolescent clients have their own expectations. While these are goals 
that can be worked on with multiple interventions, the work the client is willing to do during 
treatment may not match every intervention. A client who is determined to work on stopping 
certain unpleasant thoughts would be a good candidate for TF-CBT with interventions on 
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changing cognitive distortions (Cohen et al., 2017). Another client may refuse to discuss the 
previous traumatic event and would benefit from the present moment approach of ACT for 
Trauma (Follette & Pistorello, 2007).  
ACT is a widely known treatment with low cost and easily accessible opportunities for 
training (Hayes, 2020). The ACT community has a history of providing online and in-person 
seminars at similar rates to TF-CBT trainings (Cohen et al., 2020; Hayes, 2020).  Due to 
COVID-19, many resources, including the ACT world conference, were moved to online only 
(Hayes, 2020). One main difference in training between ACT for Trauma and TF-CBT is 
certification (Cohen et al., 2020; Hayes, 2020). TF-CBT program provides the option for a 
certification avenue after completing in-person training and 10 TF-CBT cases under consultation 
(Cohen et al., 2020). ACT for Trauma is not recognized as a separate treatment from ACT and 
the founders of ACT have refused to allow certification programs in order to ensure an open, 
progressive, and supportive community of practitioners (Hayes, 2020).  
Implementation of treatment protocols can be used in person and via telehealth sessions.  
The results of this study show the effectiveness of adapting ACT to telehealth. Many of the 
exercises utilized in adult sessions were adapted easily for adolescents during this study, and the 
training focused on ACT for adults will be beneficial for providers wishing to use this with 
adolescents. TF-CBT already had many options of ways to use the treatment online, although 
initial training focused on in-person implementation (Stewart et al., 2017). ACT exercises were 
found to be easily adapted to telehealth when sessions were moved to virtual with less than a 




 This study would benefit from being revisited with in-person sessions only, as the 
significant results found in this study do not necessarily generalize to in-person sessions. ACT 
for Trauma continues to need more research to provide evidence-based status in the use for 
adolescents.  Completing this study with the same protocol during in-person sessions would 
provide the additional comparison to see if the results can generalize across settings.  
 ACT for Trauma continues to need more research in order to meet criteria for a well-
established treatment (Tolin et al., 2015). These criteria include either two between group 
designs with statistical significance or showing equivalence to an already well-established 
treatment or many single case studies showing significance or comparison to a well-established 
treatment (Tolin et al., 2015). The single case design is the label for any study with fewer than 
nine participants. This current study falls under the single case design with only two participants 
completing the treatment. Future research would replicate the study with more than nine 
participants in order to have the potential to meet criteria as one of the needed two between 
group design studies.  
Limitations 
 The biggest limitation of the current study was the small number of participants. During 
recruitment for the study, multiple individuals who met criteria for the study refused trauma 
treatment. The idea of working on trauma treatment can be unnerving to individuals whose 
current coping skills focus on avoidance (Cohen et al., 2017). Other individuals chose treatments 
focused on decreasing unwanted behaviors without discussing the impact of the trauma on the 
behavior. In sessions with referrals based on unwanted behaviors at home or school, trauma 
treatment can be woven into sessions as needed at the comfort of the individual. Due to the need 
to comply with a strict protocol, these types of sessions were not feasible during the study.  
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Four clients were recruited for the completion of the study, but two clients dropped out 
when all the clinician’s sessions were moved to telehealth for the safety of the clients and the 
clinician. The two clients who completed treatment were very similar in age, gender, and history 
of trauma. While this provided a good comparison on the effect of treatment between two similar 
individuals, it further restricted the ability to generalize the results. 
The quick shut down of in-person services due to COVID-19 in March 2020 led to a 
limitation in the study. The study was initially created with a protocol focused on in-person 
sessions. Sessions were moved to telehealth with less than a week’s notice. During this week, the 
researcher had to prepare for moving all clients, including participants, to telehealth sessions, 
become trained in telehealth delivery, adapt the treatment protocol, and request permission to 
change the study through the Institutional Review Board. It is unknown the effect of the rushed 
transition on the study and the results. Future research using telehealth would need time for more 
thorough research and training in telehealth in general and the use of TF-CBT and ACT for 
Trauma outside of in person sessions.  
Conclusion 
 This study provided a side-by-side comparison of TF-CBT, an evidenced based treatment 
for adolescents with PTSD, and ACT for Trauma. Results showed ACT for Trauma reduced the 
symptoms of PTSD across measures. ACT for Trauma reduced more symptoms in the weekly 
measure than TF-CBT and reduced fewer symptoms from pretest to posttest according to the 
CAPS-CA than TF-CBT. When using telehealth administration for both TF-CBT and ACT for 
Trauma with young adolescent females, the treatments show an effect between moderate and 
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The Child PTSD Symptom Scale (CPSS) – Part I 
Below is a list of problems that kids sometimes have after experiencing an upsetting event. Read 
each one carefully and circle the number (0-3) that best describes how often that problem has 
bothered you IN THE LAST WEEK. 
 
Please write down your most distressing event: 
______________________________________________________________________________ 
Length of time since the event: 
______________________________________________________________________________ 
0    1            2             3 
Not at all or only at  Once a week or less/         2 to 4 times a week/       5 or more times a 




1.  0  1  2  3  Having upsetting thoughts or images about the event 
that came into your head when you didn’t want them to 
 
2.  0  1  2  3  Having bad dreams or nightmares 
 
3.   0  1  2  3  Acting or feeling as if the event was happening again 
(hearing something or seeing a picture about it and 
feeling as if I am there again) 
 
4.  0  1  2  3  Feeling upset when you think about it or hear about the 
event (for example, feeling scared, angry, sad, guilty, 
etc) 
 
5.  0  1  2  3  Having feelings in your body when you think about or 
hear about the event (for example, breaking out into a 
sweat, heart beating fast) 
 
6.  0  1  2  3  Trying not to think about, talk about, or have feelings 
about the event 
 
7.  0  1  2  3  Trying to avoid activities, people, or places that remind 




0    1            2             3 
Not at all or only at  Once a week or less/         2 to 4 times a week/       5 or more times a 
     one time                once in a while               half the time          week/almost always 
 
8.  0  1  2  3  Not being able to remember an important part of the 
upsetting event 
 
9.  0  1  2  3  Having much less interest or doing things you used to do 
 
10.  0  1  2  3  Not feeling close to people around you 
 
11.  0  1  2  3  Not being able to have strong feelings (for example, 
being unable to cry or unable to feel happy) 
 
12.  0  1  2  3  Feeling as if your future plans or hopes will not come 
true (for example, you will not have a job or getting 
married or having kids) 
 
13.  0  1  2  3  Having trouble falling or staying asleep 
14.  0  1  2  3  Feeling irritable or having fits of anger 
15.  0  1  2  3  Having trouble concentrating (for example, losing track 
of a story on the television, forgetting what you read, not 
paying attention in class) 
 
16.  0  1  2  3  Being overly careful (for example, checking to see who 
is around you and what is around you) 
 
17.  0  1  2  3  Being jumpy or easily startled (for example, when 

















The Child PTSD Symptom Scale (CPSS) – Part 2 
Indicate below if the problems you rated in Part 1 have gotten in the way with any of the 
following areas of your life DURING THE PAST WEEK. 
 
Yes  No 
18.  Y  N  Doing your prayers 
19.  Y  N  Chores and duties at home 
20.  Y  N  Relationships with friends 
21.  Y  N  Fun and hobby activities 
22.  Y  N  Schoolwork 
23.  Y  N  Relationships with your family 
24.  Y  N  General happiness with your life  
 
